Editorial HAND SURGERY: THE SKIN AND ITS CONTENTS
The separation of general surgery into subspecialities has been a forerunner of the very same separation of those subspecialities into smaller and smaller fields. Thus plastic surgery has its facio-maxillary group and orthopaedic surgery its spinal group, knee group and so on. The separation has at times been discordant, with different groups laying claim to certain procedures, e.g. laminectomy: the realm of neurosurgery or orthopaedic surgery?
Conversely, the fragmentation into smaller groups often demands a broader expertise from the practitioner and in no field is this more apparent than in the field of hand surgery. The surgery of the bones, joints and muscles overlaps with the practice of the orthopaedic surgeon; that of the vessels with the vascular surgeon; that of the nerves with the neurosurgeon; that of the skin and soft tissue with the plastic surgeon; and perhaps that of the whole with the general surgeon. Truly hand surgery involves the skin and its contents.
The plastic-trained hand surgeon may be asked to confront the confusing and ever increasing collection of orthopaedic instruments and methods of bone fixation without ever having to learn the basic science of bone biology and the principles applied to the mechanical techniques he or she is utilizing.
The arthroscope, perhaps initially derided by some, has become the primary instrument of knee joint surgery. One should hesitate before denying it a similar role in small joint surgery. Similarly, the small proximal wrist incision for carpal tunnel release, criticized by the hand surgeon for its failure to allow full exposure of the anatomy, is making a return, aided and abetted by the endoscope. Is this the province of the arthroscopist who will peer into all joints, large and small, or must the hand surgeon add this ability to the armamentarium ?
A knowledge of the pathology of the inflammatory joint disorders and the natural history of these diseases, perhaps unknown to the rheumatologists, as well as an appreciation of the effects and dangers of the medication used to modify the disease process, is vital to a logical and safe surgical approach to the rheumatoid patient.
The operating microscope is now common to many fields of surgery. The hand surgeon cannot and may not be without it. From the brachial plexus, and probably from the axillary artery, to the digital nerves and vessels, familiarity with magnification, fine instruments and sutures is paramount in the attempt to restore disrupted anatomy. Do the sophisticated orthopaedic training programmes adequately prepare their trainees for this aspect of hand surgery? Is this trainee confident in the techniques of skin grafting, split and full, capable of transferring soft tissues on a pedicle or on a random pattern blood supply, or of transferring vascularized bone and/or soft tissues from a distant site, to fill and cover defects in anatomy ?
The hand surgeon must deal with tumours, with paralytic disorders, with infections, with congenital deficiencies, a humbling experience, as well as achieving 80~ or more good and excellent results following flexor tendon surgery.
The hand surgeon must" know when to order what physical therapy, understand the mechanics of splinting and the biology of the tissues at which the splints are directed, and, particularly, know when the patient has had enough of surgeon and therapist.
The surgical training required to produce competent hand surgeons is under review in many countries, as are matters of examination and certification. In Australia the trainee embarks upon two years of basic general surgical training after internship, when, armed with a Part I FRACS certification (after examination), he or she may apply for specialist training in orthopaedic, plastic or general surgery. Success in the Part 2 examination, three or four years later, creates a specialist surgeon in that field. Some claim an expertise in hand surgery. Few if any have managed to obtain the expertise detailed above. Further experience is necessary. O'Brien's unit in Melbourne has provided fellowships in microsurgical techniques as applied to hand surgery, as have others. However, formal clinical fellowships in hand surgery are a recent innovation. Australians have been grateful for the opportunities allowed them in overseas units such as the Derby Hand Unit in the UK or those of Kleinert in Kentucky and more recently Urbaniak in North Carolina. Overseas graduates are now finding their way to Australian programmes. The hand surgery societies of all countries must fight to maintain their abililty to train foreign surgeons. To protect the existence of such programmes and the worth of the consequent exchange of ideas, these surgeons must return home at the completion of the agreed fellowship period. Without such stipulation, governments and our own colleagues will restrict these invaluable opportunities.
It is my belief that a minimum of 18 months training in hand surgery is needed after obtaining the Australian Fellowship in Surgery in order to obtain adequate exposure and experience. Ideally some of this time should be spent in an overseas unit. In this way, plastic and orthopaedic surgeons can become hand surgeons. The general surgeon may have a little more to do.
Unfortunately, the time involved is daunting, and much of the early training is not directly relevant. The most effective years of the surgeon may be consumed by formal learning rather than productive work and teaching. The future of hand surgery training probably lies within a fragmentation of the fields of orthopaedic and plastic surgery similar to that which has occurred in general surgery. This process need not be divergent nor discordant.
The algorithm below outlines a suggested training programme for hand surgery for Australian medical graduates, which may be adapted to the system of other countries.
The Australian Orthopaedic Association selects its own trainees, organizes its own teaching programme, and examines the candidates presenting for fellowship admission to the Royal Australian College of Surgeons. I see no reason why hand surgery should not follow a similar path, with its own academic body selecting, training and examining candidates. This model, based on that for orthopaedic training, does presuppose a community need for the trained hand surgeon. The USA, with its vast population and resources, has embraced this need. The more sparsely populated regions of Australia cannot afford the luxury of sophisticated subspecialty treatment. However the continuing development of such units in major centres may eventually demand a more pertinent and direct training scheme. The barrier to an oversupply of hand surgeons would then rest with selection, examination and certification criteria. A national standard of practice would be achieved which may then be aligned with international standards.
The recent appointment of W. B. Conolly to a clinical Associate Professorship in hand surgery at the University of New South Wales may represent a beginning of the academic organization of training hand surgeons to manage the skin and its contents.
